Intra-abdominal injuries carry a high morbidity and mortality because they are often not detected or their severity is underestimated. This is particularly common in cases of blunt trauma, in which there may be few or no external signs. Always have a high index of suspicion ofabdominal injury when the history suggests severe trauma. Traditionally, abdominal trauma is classified as either blunt or penetrating, but the initial assessment and, if required, resuscitation are essentially the same.
Blunt trauma
Road traffic accidents are one of the commonest causes of blunt injuries.
Since wearing seat belts was made compulsory the number of fatal head injuries has declined, but a pattern of blunt abdominal trauma that is specific to seat belts has emerged. This often includes avulsion injuries of the mesentery of the small bowel. The symptoms and signs of blunt abdominal trauma can be subtle, and consequently diagnosis is difficult. A high degree of suspicion of underlying intra-abdominal injury must be adopted when dealing with blunt trauma. Blunt abdominal trauma is -usually associated with trauma to other areas, especially the head, chest, ..
,
:and pelvis.
Penetrating trauma
Penetrating wounds are either due to low velocity projectiles such as knives or hand gun bullets or high velocity projectiles such as rifle bullets and shrapnel from bombs or blasts. With If there is no indication for an urgent laparotomy peritoneal lavage may, help you decide which patients subsequently require surgical assessment by laparotomy.
Contraindications
The only absolute contraindication for lavage is if there is already an indication for urgent laparotomy. Relative contraindications are pregnancy and previous lower abdominal surgery.
Procedure
(1) Explain the procedure to the patient if he or she is conscious (2) Ensure that a urethral or suprapubic catheter and a nasogastric tube are in place (3) Prepare the patient's abdominal skin with antiseptic, and drape sterile towels over the abdomen (4) Infiltrate the skin with a solution of 1% lignocaine and 1 in 200 000 adrenaline (5) Make a vertical subumbilical incision in the midline 5 cm in length.
(6) Under direct vision divide the linea alba and identify the peritoneum (7) Make an incision into the peritoneum and insert a peritoneal dialysis catheter (without an introducer) towards the pelvis (8) Aspirate any free blood or enteric contents. Ifmore than 5 ml ofblood is aspirated an urgent laparotomy is indicated (9) If no blood is aspirated infuse 1 litre of warm (37°C) physiological saline (10) Allow the saline to equilibrate for three minutes and then place the bag and giving set on the floor with the tap open and drain as much of the original 1 litre as possible (11) Send a 20 ml sample to the laboratory for measurement ofwhite and red blood cell counts and for microscopic examination.
Interpretation ofresults
If >5 ml of blood or enteric contents is aspirated laparotomy is mandatory. If fluid from peritoneal lavage is obtained from either the urinary catheter or a chest drain an urgent laparotomy is essential.
Patients with a positive result must have a laparotomy. Patients with a negative result may be managed conservatively and should be frequently re-examined by the surgeon responsible for the case.
False positive results occur in about 2% of cases, particularly when the lavage is performed blind, and are caused either by trauma to vessels in the abdominal wall or by perforating a viscus with the trochar.
False Penetrating trauma All patients with gunshot wounds, regardless of the muzzle velocity of the gun, must have a laparotomy.
The tracks of stab wounds should be explored (not probed) to show the integrity of the peritoneum. If the peritoneum is not intact a laparotomy is required.
Lower chest wounds can be managed conservatively with careful monitoring, assuming that the results of lavage are negative.
Flank and back wounds are difficult to assess even with the aid of peritoneal lavage, ultrasonography, or computed tomography, and therefore laparotomy should be considered.
Evisceration of bowel warrants laparotomy.
Blunt trauma In all cases of blunt trauma a high index of suspicion of intra-abdominal injury is essential. Blunt trauma is more difficult to assess clinically than penetrating trauma, and therefore diagnostic peritoneal lavage is helpful in evaluating the need for laparotomy.
Iflaparotomy is not required
Consider admission for all patients with suspected intra-abdominal injuries so that observation can continue. Such admissions will normally be to the general surgical ward, unless the patient's other injuries require imtensive care.
Conclusion
The photograph of the trauma team was supplied by the department of education and medical illustration services, St Bartholomew's Hospital, and that depicting blunt trauma is reproduced from the advanced trauma life supportTM (ATLSTM) slide set by kind permission of the American
